The patient was ventilated with tidal volume of 6 ml/kg, and the peak airway pressures were maintained between 14 and 18 cm H 2 O. Hemodynamics was maintained throughout the surgery, and the intraoperative period was uneventful. The patient was extubated in the supine position. However, despite complete reversal of neuromuscular blockade, the patient's oxygen saturation (SpO 2 ) was 84% on room air. During oxygen supplementation with facemask, fingers felt crepitus in the submandibular region, and on further inspection, subcutaneous emphysema was noticed extending from the neck to the bilateral chest and subcostal area. On auscultation of the chest, there was decreased bilateral air entry. Lung ultrasound showed bilateral absence of lung sliding and seashore sign. Immediately, bilateral chest tubes were inserted in the fifth intercostal space in the mid-axillary line. The patient's SpO 2 improved from 88% to 96% on room air. The patient was shifted to the intensive care unit (ICU) for further monitoring. X-ray chest in the ICU showed the presence of pneumomediastinum with the resolution of pneumothorax [ Figure 1 ]. The patient was managed conservatively with bed rest, oxygen through nasal cannula, and analgesics. Repeat check X-ray after 2 days showed the resolution of the pneumomediastinum, and the patient was discharged to home after 5 days.
dIscussIon
Pnuemomediastinum can be classified as spontaneous which is associated with tobacco and cocaine use, secondary due to the iatrogenic causes which include chest and abdominal surgeries, following airway and esophageal endoscopies, oral intubation, and pleural cavity instrumentations. Other causes of secondary pnuemomediastinum include blunt or penetrating injuries of the chest and abdomen, pulmonary metastasis as well as asthma and chronic obstructive pulmonary disease. [4] Wang et al. have described bilateral pneumothorax, pneumomediastinum, and surgical emphysema in a patient with a history of smoking and bilateral bullae in the lower lobes of the lung. A bout of cough before extubation triggered pneumothorax in their case requiring tube thoracostomy. [5] Similar episode of cough leading to pneumothorax was observed by Gianesello et al. in the patient with lung metastasis. A cough reflex can generate intra-alveolar pressure up to 400 cm of H 2 O causing rupture of the blebs in the lung, resulting in pneumothorax. [6] GA-related pneumothorax can be suspected during routine ventilation in a patient with known pulmonary pathology, wherein sticky one-way valves or kink in the circuits cause retrograde transmission of high airway pressure to the alveoli. Endotracheal intubation was atraumatic, and occlusion of the tubing of the breathing system or of the scavenging system was ruled out in our case. [7] Suspicion arises intraoperatively when the peak airway pressure is above 50 cm of H 2 O, positive end-expiratory pressure is >18 cmH 2 O, or there is decreased compliance and increased resistance to ventilation. However, none of the findings were present intraoperatively in our case, thereby ruling out anesthesia or patient-related factors. [6, 8] The common mechanism for developing pneumomediastinum is an alveolar rupture, retroperitoneal air collection, and anatomical predisposition. Alveolar rupture following increase in alveolar pressure is the most common cause of pneumomediastinum leading to the transgression of air along the perivascular and peribronchial sheaths into the mediastinum. [3] Wang et al. reported a case of pneumomediastinum caused by the collection of retroperitoneal air, produced by bacteria in a case of emphysematous pyelonephritis. [9] Abreu et al. had observed increased incidence of pneumomediastinum in retroperitoneal procedures as compared to transperitoneal procedures performed during urological laparoscopic surgeries. [10] Anatomical absence of subdiaphragmatic peritoneum and communication of retroperitoneal space with the mediastinum through tracheal and esophageal opening in the diaphragm leads to pneumomediastinum due to migration of air from the retroperitoneal space to the mediastinum. [3] The most probable cause of pneumomediastinum in our case was procedure related where the air was erroneously introduced via irrigating system employed during PCNL into the kidney's collecting system, as also being described by Chang et al. [3] The accumulated air in the retroperitoneal space could have migrated to the mediastinum along the esophageal or aortic opening, causing pneumomediastinum. The air further penetrated through the mediastinal fascia, overlying pleura into the pleural space, and fascial layers of the neck leading to pneumothorax and subcutaneous emphysema, respectively. Palnizky et al. observed increased incidence of pneumothorax in young patients undergoing left-sided PCNL, probably due to the procedure per se and the proximity of the lung to the left kidney. [2] conclusIon PPCs related to PCNL are potential life-threatening situations, but vigilance is of paramount importance in identifying the etiology and timely intervention helps in limiting such events. Utmost care needs to be taken whenever the irrigation system is used to prevent any ingress of air into the tubing of the irrigation system to limit any inadvertent air introduction into the retroperitoneal space. Point-of-care lung ultrasound used by an anesthesiologist has once again reiterated its pivotal role in the early diagnosis which facilitated early intervention by the surgeon. This prevented the morbidity and mortality related to the development of the pneumothorax in the immediate postoperative period.
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